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Schizophrenia has been an evolving clinical disorder since the term “demence
precoce” was coined by Beligian psychiatrist Benedict Morel in the mid-nineteenth
century. Schizophrenia continues to be prevalent in our society today. The prevalence of
schizophrenia in the United States is significant, affecting some two million persons 18 or
older. ^ This psychiatric disorder is defined by a cluster of symptoms or behaviors, that has
major debilitating consequences on the lives of those affected by the disease. The exact
cause of schizophrenia remains a mystery. With current advancements in the treatment of
this disorder, a person with schizophrenia can expect a more pleasant and normal life.
Just as schizophrenia has evolved to its present clinical understanding, treatment
for this disorder has been an evolving process as well. Since the 1950's, with the
development ofpharmacotherapy (treatment by drugs), treatment has developed to a more
hopeful outlook for those affected by this disorder. Treatment with traditional
anti-psychotic medications (Haldol, Thorazine) for the first time offered schizophrenics
opportunities to receive treatment in less restrictive settings, such as the community, as
opposed to hospitals. More recently, with the development ofa newer class of
anti-psychotic medication often referred to as “atypical” anti-psychotic medications
‘Robert C. Carson, James N. Butcher, and SusanMineka, Abnormal Psychology
and Modem Life lO* Ed. (NY: Addison-Wesley Educational Publisher), 444.
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(olanzapine, risperidol), schizophrenics can be treated on out-patient bases with less
severe side-effects increasing the likelihood of compliance with medications.
Current treatment approaches related to schizophrenia have taken on a new
paradigm. Less emphasis is placed on treatment of schizophrenia solely by medications.
Today researchers emphasize that no single treatment is definitive for schizophrenia, and
that comprehensive treatment requires integration of a variety ofperspectives.
Ameliorating symptoms/behaviors, reducing the risk of relapse, and improving
psychosocial fimctioning are major goals of treatment today. The “optimal clinical care
demands the sophisticated integration of several pharmacologic, psychotherapeutic, and
community technologies” to achieve these goals.^
Recent studies have shown that a combination ofpharmacotherapy and
psychotherapy can further improve the psychosocial fimctioning of schizophrenics.
Furthermore, the utilization of cognitive behavioral therapy (one type ofpsychotherapy) in
combination with psychotropic medications has shown promising results in treating
schizophrenia. These studies have shown that treatment consisting ofcognitive behavioral
therapy in combination with psychotropic medications can be effective in attaining the
major goals of treating schizophrenia.
This writer was asked by administrative staffat O’Hem House (a local residential
program for homeless mentally ill adults) to explore the effectiveness ofusing cognitive-
behavioral therapy with problematic residents—problematic meaning those residents that
^ayne Fenton, M.D., and ThomasMcGlashan, M.D., “We Can Talk: Individual
Psychotherapy for Schizophrenia,” American Journal ofPsychiatry Vol.154: (Nov, 1997):
11.
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are non-compliant with psychotropic medications and mental health treatment who have
been identified as needing these services to maintain successful residency. The writer was
asked to do a contingency contract based on cognitive-behavior therapy with a particular
schizophrenic resident who was about to be terminated fi’om the program. It was felt that
this assignment would be an opportunity to present needed research related to the use of
cognitive-behavioral therapy with schizophrenic clients.
Consequently, this study will measure the effectiveness ofusing cognitive-behavior
therapy with a schizophrenic adult in a residential setting. The study uses single system
research methods to measure the effectiveness of a cognitive-behaviormodel with a
formerly homeless schizophrenic adult in a local residential program.
Research has suggested that the homeless mentally ill are at a greater risk of
remaining homeless. Authors Dixon, Krauss, Myers, and Lehman cite that providing
housing to homeless persons with severe mental illness presents special problems. Like
homeless people in general, they suffer from tremendous stressors, poverty, social
isolation, frequent contact with the law, and poor general health. People with mental
illness who abuse drugs or alcohol have physical illnesses, or have history ofviolent or
aggressive behavior are at greater risk ofbeing homeless. Homeless persons with mental
illness appear to have greater difSculties than either homeless persons without mental
illness or mentally ill persons who are not homeless.^
^Lisa Dixon, M.D., Nancy Krauss, L.C.S.W., Patrick Myers, M.A., and Anthony
Lehman,M.D., M.S.P.H., “Clinical and Treatment Correlates ofAccess to Section 8
Certificates for Homeless Mentally Ill Persons,” Hospital and Community Psychiatry Vol.
45 No. 12, (December, 1994): 1197.
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Other studies have shown that mental health consumers prefer a residential
environment that is independent but supportive such as O’Hem House. Several previous
studies have reported that the majority of consumers ofmental health services prefer to
live in their own house or apartment and suggest that the supported housing model maybe
effective for homeless mentally ill adults. However, little is know about the clinical
process and problems associated with implementing the supported housing model in a
population of homeless person with mental illness.
With the above in mind, this writer set out to develop a treatment approach that
was innovative and individualized. Authors Carson, Butcher, and Meneka cite that a
recent review of studies combining biological and psychological treatment for
schizophrenia suggest that the combination of drugs plus psychosocial treatment measures
is often superior to drugs alone.* These authors further indicate that several forms of
psychosocial intervention in schizophrenia can claim at least modest empirical validation.
They further conclude that, perhaps it is time to re-evaluate the benefits psychosocial
intervention has to offer people coping with this most baffling psychopathology.® Authors
Chase and Hendryx suggest that for those who can be served in the community, out¬
patient services must adjust to the needs of the wide range of clientele who will use the
‘‘Lisa Dixon, M.D., Nancy Krauss, L.C.S.W., PatrickMyers, M.A., and Anthony
Lehman, M.D., M.S.P.H., “Clinical and Treatment Correlates ofAccess to Section 8
Certificates for Homeless Mentally Ill Persons,” Hospital and Community Psychiatry Vol.
45 No. 12, (December, 1994); 1197.
’Robert C. Carson, James N. Butcher, and Susan Mineka, Abnormal Psychology
andModem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 474.
®Ibid., 475.
5
services, including more disabled patients who will require a wide range ofsupportive and
creative services.^ Resulting in the need for the development of innovative treatment
modalities that focus on psychosocial concerns as well as psychiatric concerns that face
schizophrenics in community settings.
Statement of the Problem
For nearly a century prior to 1950 the treatment for schizophrenia was very bleak.
It often consisted of incarceration in some public hospital vwth unacceptable conditions.
These hospitals were often overcrowded with poorly trained staff using ineffective
techniques that were objectively cruel, including straight-jackets and shock therapy,
resulting in most patients never beingdischard.*
For most schizophrenics today the prognosis is not nearly so bleak. With the
development ofmajor tranquilizers in the mid-1950's treatment became more hopeful.
Pharmacotherapy (treatment by drugs) especially when combined with other modem
treatment methods, permits most patients to be treated in out-patient clinics. A
schizophrenic person who enters a mental hospital or other facility as an inpatient for the
first time has an eighty to ninety percent chance ofbeing discharged within a matter of
’Kayla Chase, M.S.W., and Michael Hendryx, Ph.d, “A Continuum ofCare From
Hospital to Community,” Administration and Policw inMental Health Vol 16, No.
(Summer, 1989): 237-238.
*Robert C. Carson, JamesN. Butcher, and Susan Mineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 475.
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weeks or at most, months. **
Dr. Phillip Long has suggested that treatment by both drug and psychosocial
therapies are necessary to successfully treat schizophrenia. Because of the unemployment,
poverty and homelessness that often complicates schizophrenia, drug therapy alone usually
is insufiBcient.‘° Dr. Long argues that untreated schizophrenia will leave a patient /client
friendless, penniless, and homeless. Psychosocial treatment includes supportive
counseling, psychotherapy, group therapy in conjunction with medication, family therapy,
and behavior therapy. Dr. Fenton notes that “Ameliorating symptoms, reducing the risk of
relapse, and improving psychosocial adjustment are the major goals of treatment in
schizophrenia.””
Lamb argues that facilities such as boarding homes, care homes, single-room-
occupancy (SRO), and hotels, even when adequate, often do not attract and keep the
homeless. Furthermore, these facilities are not prepared to provide the structure needed
by some of the chronically mentally ill.”
Considering the above information, schizophrenics are a group ofpeople upon
which major treatment eftbrts should concentrate. However, evidence shows that in
Robert C. Carson, James N. Butcher, and Susan Mineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 474.
^“Phillip Long, M.D., Schizophrenia Treatment. Internet Mental Health. 1997.
“Wayne Fenton, M.D., and Thomas McGlashan, M.D., “We Can Talk: Individual
Psychotherapy for Schizophrenia,” American Journal ofPsychiatry Vol. 154; 11. (Nov,
1997).
Richard Lamb, M.D., “Deinstititionalization and the Homeless Mentally
ni,” Hospital and Community Psychiatry Vol. 3. No.9. (Sept. 1984): 899.
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recent years this population has in fact been seriously neglected leading to the common
“revolving door” client. There is a repeated pattern ofendless cycles ofdischarge and
brief re-hospitalization for medication adjustment.
Therefore, this population is in need ofnew and innovative approaches to enhance
their quality of treatment. Social workers must have a knowledge base ofhow cognitive-
behavior therapy works simultaneously to influence the framework for treatment of
schizophrenia. This research study will explore using a cognitive-behavioral model for
individual treatment of a schizophrenic client in a low-demand, low-stress residential
program. The study will present results utilizing a single subject research design.
Purpose of the Study
The purpose of this study is to explore the effectiveness ofusing cognitive-
behavior therapy in addition to treatment with prescribed psychotropic medications with a
schizophrenic resident in a local residential program. According to authors Konen, Nesis,
Model, and Brenner information processing disorders contribute essentially to the
vulnerability of the schizophrenic patient attentional/perceptual functioning. Psychosocial
rehabilitation ofpatients with schizophreniamust therefore address the impact of
behavioral dysfunction on cognition.*^ Considering the above information, cognitive-
behavioral therapy may be effective in helping to improve the psychosocial function of a
schizophrenic client in a residential program. Furthermore, cognitive-behavioral therapy
Konen, L. Nesis, B. Model, and M.D. Brenner, “Specifics ofCognitive
Behavioral Therapy in Schizophrenia. Integrated Program ofPsychological Therapy,”
EnefilMfiVol.l9(l),(Jan-Feb, 1993): 47-55.
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offers an opportunity to individualize approaches with this population, providing the
needed treatment and support required for this challenging client system.
Research has suggested that the poor planning ofdeinstitutionalization has led to
the social problems of homelessness and the “revolving door” phenomenon ofthe mentally
ill. Lamb notes that with the advantage ofhindsight we can see that the era of
deinstitutionalization was ushered in with much naivete and many simplistic notions about
what would become ofthe chronically and severely mentally ill. The importance of
psychoactive medications and a stable source of financial support was perceived, but the
importance of developing such fundamental resources as supportive living arrangements
was often not clearly seen, or at least not implemented.
As an employee ofCommunity Friendship Inc./O’Hem House, this researcher has
observed a number of schizophrenic residents within this program fall into the “revolving
door^’ phenomenon or return to a homeless situation because ofbehavioral problems
displayed at the program. Despite the low-demand, low-stress philosophy ofO’Hem
House, some chronic schizophrenics do not respond successfiilly to the approaches used
at O’Hem House. These approaches include: utilization ofthe psychiatrist consultant and
substance abuse consultant, medication support services, and supportive counseling. Per
the researcher’s observation it appears that more attention could be placed on an
individualized approach as opposed to a generalized approach to working with residents in
this setting.
‘“H. Richard Lamb, M.D., “Deinstititionalization and the Homeless Mentally
Ill,” Hospital and Community Psychiatry Vol. 3. No.9. (Sept. 1984); 899.
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Considering the positive aspects ofcognitive-behavioral therapy with
schizophrenics that has been suggested by other researchers, O’Hem House staff thought
it would be beneficial to see if cognitive-behavior therapy would be effective in addressing
concerns related to a problematic resident. The purpose of this study is to evaluate the
effectiveness ofusing a contingency contract based on cognitive-behavioral therapy with a
schizophrenic resident in a local residential program. It is hoped that the study will help to
fill the gap in the limited research on cognitive-behavior therapy with schizophrenia.
Furthermore, it is hoped that the study will address the problems presented by a particular
resident, as well as, identify an effective treatment approach for other problematic
residents at O’Hem House.
CHAPTER TWO
REVIEW OF THE LITERATURE
Schizophrenia is a form ofpsychopathology that has major debihtating
consequences on the lives of those affected by the disorder. Schizophrenia was initially
called “demence precoce” which meant mental deterioration at an early age. This
definition was coined by a Beligian Psychiatrist Bendict Morel in 1860. Morel developed
this term based on his work with a student who displayed a gradual lost of interest in his
studies, including appearing to have forgotten everything he had learned, increased
withdrawal, lethargic, seclusive behavior with talk ofkilling his parent. Morel suspected
that this was the result ofa brain degeneration ofhereditary origin and that it was
irrecoverable.^
Authors Carson, Butcher, and Mineka argue that the term “demence precoce” or
“dementia proaecox” (Latin form) is misleading because there is no persuasive evidence of
progressive brain degeneration in the natural course ofmost instances of the disorder.
According to Dr. Marvin Kamo it was not until 1980 with the advent of the DSM IB that
we achieved any kind ofworkable definition for this illness.^
‘Robert C.Carson, James N. Butcher, and SusanMineka, Abnormal Psychology
and Modem Life 10* Ed. (NY; Addison-Wesley Educational Publisher), 444.
Earvin Kamo, M.D., “Schizophrenia: Inside This Issue...,” The Journal
Schizophrenia Issues Vol. 8 Issue 3. mhsource.com., 1997.
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The Diagnostic and Statistical Manual ofMental Disorders 4* Edition (DSMIV)
describes schizophrenia as a disturbance that lasts for at least six months and includes at
least one of the active phase symptoms (i.e., two [or more] of the following: delusions,
hallucination, disorganized speech, grossly disorganized or catatonic behavior, negative
symptoms).^ Another more recent description of schizophrenia is a more or less sharp
break with the world in which most less disturbed people live, a world that is rooted in a
basic consensus about what is true and real in our shared experience.^ In essence
schizophrenia is a psychiatric disorder that is defined by a cluster of symptoms or
behaviors.
Cause of Schizophrenia
The exact cause of schizophrenia remains a mystery especially from the perspective
of the medical model or disease concept. Schizophrenia still seems to defy our grasp of it
at every turn. “How wonderful it would be ifany two psychiatrists could conceptually
agree on what it is.”®
Unlike other medical problems such as diabetes and the related causal association
with the pancreas, a direct link or medical cause has not been established for
^American Psychiatric Association, Diagnostic Statistical Manual ofMental
Disorders. 4* Edition, (Washington D.C.: American Psychiatric Association, 1994),
273.
^Robert C.Carson, JamesN. Butcher, and SusanMineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 443.
®Marvin Kamo, M.D., “Schizophrenia: Inside This Issue....,” The Journal’s
Schizophrenia Issue Vol. 8 Issue 3. mhsource.com, 1997.
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schizophrenia. One biological explanation for this disorder is described by Janssen
Pharmaceutical Inc. Years of research have shown that schizophrenia is a biologically
based brain disease. The most recent advances in brain imaging have confirmed
imbalances of two brain chemicals - dopamine and serotonin - in those who suffer from
schizophrenia. Dopamine is responsible for emotions and motivation; serotonin acts as a
messenger and stimulates muscle movement switching nerves on and off. The brains of
people with schizophrenia have elevated dopamine and serotonin activity.® Dr. Wirshing
argues that schizophrenia has not undergone a similar conceptual evolution because the
brain systems that must underlie this disease are so impossibly complex that they have for
years been beyond our collective technical grasp.’
Behavioral scientists dispute the idea that schizophrenia is caused primarily by
biological factors. These scientists note that genetic and other biological factors are only
part of the diathesis-stress combination, they emphasize the role ofpsychosocial factors
contributing to the disorder. Sociocultural factors have also been noted to be a factor in
causing schizophrenia. These sociocultural factors include; socioeconomic status, and
culturally held beliefs such as spiritual/religious ideas. Authors Carson, Butcher, and
Mineka indicate that within the U.S. the lower a persons’ socioeconomic status, the higher
the prevalence of schizophrenia. However, just the opposite effect occurs in India where
the upper class experiences higher rates of schizophrenia. There presently is no biological
®Mental Wellness.com Schizophrenia. Janssen Pharmaceutical Inc, 1997.
’WilliamWirshing, M.D., “What Is Schizophrenia?,” The Journal’s Schizophrenia
Issue Vol. 8 Issue 3 mhsource.com, 1997.
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explanation for this difference ofprevalence among these two countries, leading
researchers to believe that the cause may be related to cultural issues per these authors.*
The prevalence of schizophrenia is significant and warrants continual research.
Authors Carson, Butcher, and Mineka cite that the one-year prevalence rate of
schizophrenia in the United States among persons 18 or older is estimated at 1.1 percent
or approproximately two million affected persons.® These authors further indicate that
schizophrenia has been the primary diagnosis for forty percent ofall admissions to state
and county hospitals. “About 1% of the people in the world develop schizophrenia.”^”
Treatment of Schizophrenia with Psychotropic Medications
In the mid-1950's with the introduction ofmajor tranquilizers treatment of
schizophrenia became more hopeful. Pharmacotherapy (treatment by drugs) allows most
patients to be treated in out-patient settings; a schizophrenic person who enters a mental
hospital or other facility as an in-patient for the first time has an eighty to ninety percent
chance ofbeing discharged within amatter ofweeks or at most, months. These
medications are presently referred to as traditional antipsychotic medications which
include: thorazine, haldol, stelazine, mellaril, and prolixin to mention a few. Medications
* Robert C. Carson, James N. Butcher, and Susan Mineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 459.
®Ibid., page 444.
‘“Phillip Long, M.D., “Schizophrenia Update,” Internet Mental Health. 1997.
“ Robert C. Carson, James N. Butcher, and Susan Mineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 474.
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such as cogentin, benadryl, and artene are often prescribed with these medications to deal
with the side effects.
Unfortunately, these medications had powerful side effects resulting in some
patients being non-compliant with taking them. Furthermore, the long-term effects ofthe
traditional antipsychotic medications can cause such disorders as Akathisia, Parkinsonism,
Tardive Dyskenesia and Neuroleptic Malignant Syndrome. This pattern ofnon-
compliance is related to the powerful side effects ofolder medications, which made people
reluctant to use them.*^ Research by Janssen Pharmaceutical Inc. indicates that the denial
and stigma, that people associate with mental illness contributes to non-compliance with
treatment. Furthermore, their research suggests that a persons’ misconception that they
can tough mental illness out if they have the will power, makes it very difficult for some to
seek treatment.
In recent years newer antipsychotic medications have been developed which have
shown to be most effective with treating schizophrenia without the powerful side effects.
These medications include: clozaril, risperadol, and olanzapine. One study comparing
Olanzapine versus Haldol in the treatment of schizophrenia found that olanzapine
demonstrated clinical results superior to those ofhaloperidol on overall improvement
according to the BriefPsychiatric Rating Scale (BPRS) and on every secondary measure,
‘^PhillipW. Long, M.D., “Schizophrenia Treatment,” Internet Mental Health.
1997.




including depression. Olanzapine was also associated with significantly fewer
discontinuations of treatment due to lack ofdrug efficacy or adverse events. Author
ToUefson et al cites that substantially more olanzapine-treated patients (66.5%) than
haloperidol-treated patients (46.8%) completed 6 weeks of therapy. Statistically
significant advantages ofolanzapine treatment were related to change in negative
symptoms, extrapyramidal symptom profile, effect on prolactin levels, and response rate.^*
Treating Schizophrenia with Psychotherapy and Pharmacotherapy
More recently, treatment of schizophrenia has begun to focus on integrating
psychotherapy with pharmacotherapy. Research suggests that the combination of these
modalities are proving to be more effective in treating this disorder.
According to doctors Fenton and McGlashan, ameliorating symptoms, reducing
the risk of relapse, and improving psychosocial adjustment are the major goals of
treatment in schizophrenia. Only rarely, however is a single therapeutic modality
prescribed in isolation sufficient to achieve these goals. These physicians argue that
optimal clinical care demands the sophisticated integration ofseveral pharmacologic,
psychotherapeutic, and community support technologies. While some form of individual
psychotherapy in combination with pharmacologic management represents the most
common treatment provided for out-patient schizophrenics, remarkably few empirical
‘’Gary D. ToUefson, M.D., Ph.d, CharlesM. Beasley, Jr., M.D., Pierre Tran,
M.D., Jamie S. Street, M.D., John A. Krueger, M.B.A., Roy N. Tamura, Ph.d, Karin A.
Graffeo, Pharm.D., and Martha E. Thieme, B.A., “Olanzapine Versus Haloperidol in the
Treatment of Schizophrenia and Schizoaffective and Schizophreniform Disorders: Results




Gerard Hogarty, M.S.W. writes that since the introduction of eflFective
antipsychotic medications, many people world-wide who suffer from schizophrenia have
been able to spend an increasing proportion of their lives outside the confines ofa mental
hospital. In turn quality of life has often improved with the availability of employment
programs, socialization groups, case management, sheltered or other residential
opportunities, as well as, legal and financial assistance. Hogarty further notes that the
promise ofbetter outcome can likely be found in the emerging science of‘treatment
development’ that is being shaped and directed by contributions from the social,
behavioral, and neuroscience.*’
The Use ofCognitive-behavioral Therapy
One form ofpsychotherapy that is proving to be effective with schizophrenics is
cognitive-behavior therapy. Cognitive-behavioral therapy was originally developed by
Ellis, 1962 and Beck, 1979 to help clients check out whether they were making the most
adaptive and rational interpretation ofa situation and engage in behaviors consistent with
this ‘new angle’.**
*®Wayne S. Fenton, M.D., and Thomas H. McGlashan, M.D., “We Can Talk;
Individual Psychotherapy for Schizophrenia,” American Journal Psychiatry Vol. 154:11.
(November, 1997): 1493-1495.
*’Gerard E. Hogarty, M.S.W., “Schizophrenia and Modem Mental Health
Services,” National Alliance for the Mentally Dl. Internet Copyright 1996-98 NAMI 1.
**Michael Scott, Stephen Stradling, andWindy Dryden, Developing Cognitive-
Behavioral Counseling. (CA.: SAGE Publications. 1995), Introduction Page.
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Cognitive-behavioral therapy was originally developed for the treatment of
depression. It was later extended to treat anxiety disorders, eating disorders and obesity,
conduct disorder in children, personality disorder, and substance abuse.*®
According to authors Scott, Stradling, and Dryden cognitive-behavioral therapy
takes note ofthe everyday observation that people respond diflferently to the same
situation. These authors note that philosophers as early as the first century A.D.
recognized that people are disturbed not so much by events, but by the views which they
take ofthem. Further, explanation given by cognitive-behavioral theorists, is that an
individuals’ interpretation of a situation has major influence on his or her subsequent
emotions and behaviors.^ Wilson, Hayes, and Gifford assert that in the absence ofgood
alternatives, the cognitive-behavioral movement ofthe last 20 years was a fairly practical
response to the importance in adult out-patient practice ofdealing with what client’s were
thinking.^*
Andrews compares the usefidness of cognitive-behavior therapy to dynamic
psychotherapy and concludes that there is now sufficient literature to conclude that
*®Robert C.Carson, James N. Butcher, and Susan Mineka, Abnormal Psychology
and Modem Life 10* Ed. (NY: Addison-Wesley Educational Publisher), 647.
“Michael Scott, Stephen Stradling, and Windy Dryden, Developing Cognitive-
Behavioral Counseling. (CA.; SAGE Publications. 1995), Introduction Page.
^*Kelly G. Wilson, Steven C. Hayes, and Elizabeth V. Gifford “Cognition In
Behavior Therapy: Agreements and Difference,” Journal Behavior Therapy & Empirical
Psychiatry Vol.28, No. 1, (1997): 53-56.
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cognitive-behavior therapy, but not dynamic psychotherapy is usefulAndrews further
indicates that cognitive-behavioral therapy developed from original and quite separate
work by psychologists, psychiatrists, and psychoanalysts. The development was
piecemeal, sometimes informed by theory, but often on an ad hoc basis. However, despite
the lack ofa central theory, it is possible to discern the characteristics that define
cognitive-behavioral therapy as: a) Therapy is centered on current problems agreed upon
between patient and therapist. A behavioral analysis ofthese problems defines the
antecedents, consequences and mediating thoughts and beliefs. The analysis is discussed
with the patient, b) The rationale for treatment is discussed with the patient in advance.
Therapy is structured, with an agenda set for each session. In therapy, the patient
develops control over the problems and is able to use these skills to cope with future
difficulties, c) Three basic methods are used to enhance problem-related coping skills;
modification ofemotional responses, modification ofbehavior, and modification of
irrational or unproductive thoughts or beliefs, d) Techniques are empirically tested in both
single-case and controlled trials. The target problems are measured before, during and
after therapy.^




General Studies Using Cognitive-Behavioral Therapy
Results from a randomly controlled study for chronic fatigue syndrome by Beale,
Chalder, Marks, and Wessely indicated that functional impairment and fatigue improved
more within the group that received cognitive-behavior therapy. At final follow-up 70%
of the completers in the cognitive-behavioral therapy group achieved good outcomes
(substantial improvement in physical functioning) compared with 19% of those in the
relaxation group who completed treatment.^^
In a randomized controlled trial in the Netherlands, cognitive-behavioral therapy
was shown to reduce the frequency and intensity ofmedically unexplained physical
symptoms in a medical out-patient clinic. Cognitive-behavioral therapy reduced the
frequency and intensity ofphysical symptoms, impairment of social interactions and sleep,
and illness behavior in patients with medically unexplained physical symptoms at 12 month
follow-up.^*
Cognitive-behavioral therapy in recent research has shown positive results in the
treatment of schizophrenia. According to Barry interest in cognitive-behavioral therapy
^‘‘Alicia Deale, M.Sc., Trudie Chalder, M.Sc., Isaac Marks, M.D., SimonWessely,
M.D., “Cognitive Behavior Therapy for Chronic Fatigue Syndrome: ARandomized
Controlled Trial,” American Journ^ Psychiatry Vol. 154 (March. 1997V 408-414.
^*A. E. Speckens, A.M. Van Hemert, P. Spinhoven, et al., “Cognitive Behavioral
Therapy Reduced the Frequency and Intensity ofMedically Unexplained Physical
Symptoms,” British Medical Journal Vol.311. (November 18, 1995): 1328-1332.
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treatment with schizophrenic patients reached a high in the 1970's as the shortcomings of
traditional group and individual psychotherapy approaches became apparent?®
Barry cites that initially cognitive-behavioral therapy of schizophrenia focused on
the positive symptoms ofdelusions and hallucinations. Barry further notes that successful
use ofcognitive restructuring to modify beliefs concerning hallucinations enhanced
subjects ability to control psychotic experiences.^
In a trial study using two cognitive-behavioral methods (coping skills and problem
solving skills) of treating drug-resistant residual psychotic symptoms in schizophrenic
patients, the results were most favorable. Results indicated that the coping skill group
showed significant increases both in the number ofpositive coping strategies used and in
their efficacy, whereas the problem-solving group showed a decrease in the measures
during treatment. Both groups showed significant improvements in problem-solving
skills.^*
Another study using cognitive-behavioral therapy to treat panic attacks in chronic
schizophrenia showed promising results. Ratings after treatment demonstrated both a
statistically significant reduction in panic symptoms and a diminution in the number of
“Cassandra Barry, M.S.W., “A Study of the Efficacy OfCognitive-Behavioral
TherapyWith Schizophrenic Clients,” Thesis, April, 1996, RobertW. WoodruffLibrary
Atlanta, Ga., 8.
^’Ibid., 10.
^*N. Tarrier, L. Shape, R. Beckett, S. Harwood, A. Baker, L. YusopofF, “A Trial
ofTwo Cognitive Behavioural Methods ofTreating Drug-Resistant Residual
Psychotic Symptoms in Schizophrenic Patient,” Soc Psychiatry Psychiatric Epidemiology
Vol. 28 (1)., (February, 1993): 5-10.
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panic attacks compared with baseline ratings. These results suggest use of
cognitive-behavioral therapy in the integrated treatment ofpatients with a diagnosis of
schizophrenia and panic disorder is a promising approach.^
Research also suggests that cognitive-behavioral therapy with schizophrenia can be
effective in addressing the often common problem ofnon-compliance with treatment seen
with this population. In a randomized controlled trial using cognitive-behavioral therapy
with schizophrenic inpatients in London, United Kingdom to improve compliance with
treatment the results were favorable. The results indicated that a cognitive-behavioral
intervention improved compliance with treatment, which was sustained during follow-up.^”
Another study in London, UK shows optimism in using cognitive-behavioral
therapy to treat drug-resistant psychosis. The results of this pilot study were high. The
treatment group also improved significantly on a number of key symptom measures when
compared with the control group. There were reductions in delusional conviction, general
symptomatology, and depression scores.^*
A study in South Manchester, West Didsbuiy also concludes that cognitive-
behavioral therapy with schizophrenic patients can be effective. Patients were randomly
^^.B. Arlow, M.E. Muran, P.C. Bermanzohn, R. Stronger, and S.G. Siris,
“Cognitive-Behavioral Treatment ofPanic Attacks in Chronic Schizophrenia,” Journal
Psychotherapy Practice Research Vol. 6(2), (Spring, 1997); 145-150.
^®R Kemp, P. Hayward, G. Applewhaite, B. Everitt, and A. David, “Cognitive-
Behavioral Therapy Improved Compliance In Acutely Psychotic Inpatients,” British
Medical Journal Vol. 10 (312) (February, 1996): 345-349.
^'P.A. Garety, L. Kuipers, D. Fowler, G. Chamberlian, G. Dunn, “Cognitive
Behavioural Therapy for Drug-Resistant Psychosis,” British Journal Medical Psychology
Vol.67 (September, 1994): 259-271.
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allocated to either coping strategy enhancement(CSE) or problem solving (PS). Patients
receiving either cognitive-behavioral treatment showed significant reductions in psychotic
symptoms compared with those in the waiting period, who showed no improvement.^^
Liberman and Green demonstrated that chronic schizophrenic patients can learn a
variety ofcognitive and behavioral skills through Integrated Psychological Therapy and
other psychosocial treatment. The fiiture appears bright for a profusion ofnew modalities
aimed at cognitive-behavioral rehabilitation, especially those that emerge from what is
known about information-processing deficits in schizophrenia.^^
Theoretical Orientation
The theoretical fi-amework used in this study is cognitive-behavioral therapy.
Clinical studies using cognitive-behavioral therapy with schizophrenic clients have
revealed promising results of improvement in the client’s cognitive and behavioral skills.^^
Cognitive-behavioral therapy is a form ofpsychotherapy. It is founded on the idea
that our interpretations ofour experiences are hypotheses or beliefs rather than facts, and
therefore may be correct or incorrect to varying degrees. Furthermore, when people hold
Tarrier, R. Beckett, S. Harwood, A. Baker, L. Yusupoflf, I. Ugarteburu, “A
Trial ofTwo Cognitive-Behavioral Methods ofTreating Drug-Resistant Residual
Psychotic Symptoms in Schizophrenic patients; I,” British Journal Psychiatry Vol.162
(April, 1993): 524-532.
^^R.P. Liberman, M.F. Green, “Whither Cognitive-Behavioral Therapy for
Schizophrenia?,” Schizophrenia Bulletin Vol. 18(1) (1992): 27-35.
^'‘Cassandra Barry, M.S.W., “A Study ofthe EfiScacy OfCognitive-Behavioral
TherapyWith Schizophrenic Clients,” Thesis, April, 1996, Robert W. WoodruffLibrary,
Atlanta, Ga., 10.
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unrealistic and negative beliefs about themselves or their experiences, an emotional upset
could result. This central tenet of cognitive-behavioral therapy can be summed up in the
now famous words ofthe philosopher Epictetus “Men are disturbed not by things but by
the views which they take of them.”^* Cognitive-behavioral therapy places emphasis on
bringing about emotional and behavioral changes by means ofa change in cognition.^
There are four interventions used in cognitive-behavioral therapy (CBT). Within
these interventions there are several methods involved in CBT. No matter which
intervention is used they all have four things in common.
Scott, Stradling, and Dryden indicate that cognitive-behavioral therapy
interventions have four commonalities: 1) Therapy begins with an elaborated well planned
rationale. 2) Therapy should provide training in skills that the client can utilize to feel more
effective in handling daily life. 3) Therapy emphasizes the independent use of skills by the
client outside the therapy context. 4) Therapy should encourage the client to attribute
improvement in mood to his or her own increased skillfulness rather than to the therapist’s
endeavors.^^
The four interventions used in cognitive-behavioral therapy are: 1) Coping skills -
aimed at the reduction and prevention of stress. 2) Problem Solving - identify precisely the
problem, generation of as many alternative possibilities, choosing the best solution,
^*Peter Trower, Andrew Casey, and Windy Dryden, Cognitive-Behavioral
Counseling in Action. (London: SAGE Publications, 1988), 1 .
^Michael Scott, Stephen Stradling, andWindy Dryden, Developing Cognitive-
Behavioral Counseling. (London: SAGE Publications, 1995), xi.
^^Ibid., xiii.
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planning implementation of the solution, reviewing progress. 3) Cognitive restructuring
includes rational emotive therapy and cognitive therapy. Here maladaptive interpretations
of situations are cross-examined and ifpossible tested out empirically. 4) Structural
cognitive therapy- the concern is with deep structures and three levels ofcognitive
organization: a) core level-beliefs, b) intermediate level-verbalizations, c) peripheral level-
plan of action.^*
Scott, Stradling, and Dryden reference five methods that are involved in cognitive-
behavioral interventions. These methods include: monitoring emotional upsets and
activating events; identifying maladaptive thinking and beliefs; realizing the relationship
between thinking, emotions and behavior; testing out maladaptive thinking and beliefs by
examining the evidence for and against them; substituting the negative thinking with more
realistic thinking.^®
This study used two of the four interventions of cognitive-behavioral therapy.
The interventions used were coping skills and cognitive restructuring approaches.
Cognitive restructuring was used to assist the client with checking out his belief system
based on reality. Coping skills techniques were used to assist the client with dealing with
day to day concerns.
^*Michael Scott, Stephen Stradling, and Windy Dryden, Developing Cognitive-
Behavioral Counseling. (London: SAGE Publications, 1995), xv.
^®Peter Trower, Andrew Casey, and Windy Dryden, Cognitive-Behavioral
Counselling in Action. (London: SAGE Publications, 1988), 5.
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Operational Definitions
Schizophrenia- a form ofpsychopathology that is described by the DSM-IV as a
disturbance that lasts for at least six months and includes at least one month ofactive-
phase symptoms (i.e. two [or more] of the following: delusions, hallucinations,
disorganized speech, grossly disorganized or catatonic behavior, negative symptoms.'*®
Contingency Contract- a written document used at O’Hem House with
problematic residents. This treatment plan identifies behavioral concerns that have caused
the resident problems within the residential program (i.e. substance abuse on the property,
physical or verbal aggression). The document specifies a plan ofaction in which these
behaviors can be addressed and/or corrected in order to maintain successfiil residency.
The contract, agreed upon by both the resident and the residential counselor, specify a
specific time fi-ame that intervention(s) will occur.'**
Cognitive-Behavioral Therapy- a form ofpsychotherapy that rests on three main
assumptions: a) that emotions and behaviors are determined by thinking, b) that emotional
disorders result fi-om negative and unrealistic thinking, and c) that by altering this negative
and unrealistic thinking emotional disturbance can be reduced.^^
^American Psychiatric Association, Diagnostic and Statistical Manual ofMental
Disorders 4* Edition, (Washington, DC: American Psychiatric Association, 1994),
443.
*‘Melbemita Herndon, M.S.W., interviewed by Fred Coleman, O’Hem House,
Atlanta, Ga., 16 December 1997.
'*^eter Trower, Andrew Casey, andWindy Dryden, Cognitive-Behavioral
Counseling in Action. (London: SAGE Publications, 1988), 4.
CHAPTER THREE
METHODOLOGY
Setting of the Problem
This study took place at O’Hem House, a residential program for formerly
homeless and mentally ill adults. O’Hem House is owned by Project Interconnections, a
non-profit organization based in Atlanta, Georgia. Project Interconnections has
nationwide affiliations and works towards coordinating funds fi'om public and private
sources to build and maintain housing for mentally ill adults who are homeless. One of the
primary goals ofProject Interconnection is to develop 250 living units for homeless
mentally adults. Project Interconnection does not provide mental health services therefore
they have contracted Community Friendship Inc. (CFI) to operate the residential
programs.*
CFI is a private non-profit psychosocial rehabilitation program that has been in
existence in the metropolitan Atlanta area since 1974. CFI has experienced remarkable
growth with an expansion of services that has resulted in a rather complex organization.
This organization is now able to meet the diverse needs of the mentally ill population it
serves. O’Hem House program is one of the many programs operated by CFI.




Project Interconnections developed the concept ofO’Hem House as a low-
demand, low-stress residential program for single formerly homeless mentally ill adults.
O’Hem House opened in December, 1993.
The policies and procedures used to govern the day to day operation ofO’Hem
House are established by Community Friendship Inc. (CFI). All personnel are employed
by CFI. CFI’s mission is to provide a supportive community for adults with disabling
mental illness which promotes the development of social, rehabiUtative, and work goals.
CFI places emphasize on consumer’s personal choice and accomplishment. CFI’s primary
emphasis is to enable adults with disabling mental illness to achieve successfiil and
satisfying Uves in the community.^
The eighty-five year old four-story building that houses O’Hem House was gutted
and completely renovated, originally it was a shoe factory. The major part ofthe first
floor and all of the third and fourth floors house the 76 small efiSciency rooms. Each
resident has a private room. Each room provides enough space for a twin bed, a desk, and
a small dresser. All furniture is provided by the program, including linen and window
treatment. The rooms on the third and fourth floors have a private bathroomwith a
shower. The second floor houses a full service cafeteria that provides three hot meals per
day in addition to an evening snack. Also housed on the second floor is a well stocked
library with two computers. One computer is connected to the Internet. The recreational
area, also on the second floor, has a fiiU size grand pool table and exercise equipment.
^Community Friendship Inc. Policies and Procedures Manual. Unpublished
Manuscript, Atlanta, Ga., Oct., 1991.
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The criteria for admission to O’Hem House is that a person be homeless and have
a primary DSM-IV psychiatric diagnosis. Residents are required to pay thirty percent of
whatever income they receive, however income is not a requirement to be accepted into
the program.
O’Hem House provides an array of services for its residents. These services
include 24 hour staflBng by professional and paraprofessional residential counselors, meals,
monthly hygiene/grooming products, laundry needs, a psychiatrist consultant, a nurse
practitioner consultant, case managers, a substance abuse consultant, an activity
coordinator, and an off-duty Atlanta Police OflBcer. In essence a resident could move into
O’Hem House with nothing, and all of his/her basic needs would be met.
The uniqueness ofO’Hem House is with its low-demand, low-stress philosophy.
Unlike traditional mental health residential programs (group homes, personal care homes,
and supportive living) which often require that residents seek mental health treatment;
O’Hem House does not place these requirements on its residents. This means that
residents are not required to take medications or seek mental health treatment, unless their
behavior warrants treatment. The environment at O’Hem House is one of limited
expectation in order to make the residents feel more comfortable and unrestricted.
Client Profile
Due to confidentiality the client in this study will be referred to as “John Doe”.
John Doe is a 43 year old single white male. Mr. Doe has a fifteen year history ofmental
illness with multiply admissions to the local state psychiatric hospital. John was diagnosed
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with schizophrenia by a psychiatrist in a state hospital, reportedly 15 years ago. This
diagnosis has since been validated by John’s community mental health center (CMHC)
psychiatrist.
John Doe is in good physical health with no previous medical problems. John’s
social history reveals a family history ofmental illness, with another sibling having a
histoiy ofmental health problems.
John Doe is currently unemployed and has not worked for numerous years. John
expresses no interest in employment or vocationed training at this time. John receives
social security disability income which he uses to meet his basic needs. John graduated
from high school and reportedly attended college for three years.
John Doe was referred to O’Hem House three years ago by a Social Worker from
a local state hospital. John was described by O’Hem House staff as a “model resident”
during the first two years ofhis residency at the program. About a year ago John began to
refiase his psychotropic medications which gradually led to him decompensating. John
eventually was hospitalized involuntarily by the program’s Psychiatrist Consultant when he
became physically aggressive (fighting) toward staff and peers, and his delusional ideas
began to interfere with his ability to care for himself
Upon discharge from the hospital, John began to refuse mediation within a couple
ofweeks after returning to O’Hem House. After the second hospitalization staff felt that




The purpose of this study was to evaluate the effectiveness ofusing a contingency
contract based on cognitive-behavioral therapy with a schizophrenic resident in a local
residential program. The study used a single-system, ABA design to measure the
effectiveness of treatment. This design included a baseline phase (A) treatment phase or
intervention (B) and withdrawal phase (A) with post-treatment follow-up at four weeks
and eight weeks. The single-system design was used to answer two major questions--
whether change occurred, and whether services influenced those changes.^ This design
was chosen because it fit the limitations ofthe clinical situation.
Instrumentation
Bloom, Fischer, and Orme state that it is crucial for the practitioner to try to come
up with a recording system that is not aversive (perhaps it might even become pleasant) to
those who will do the recording. Otherwise the observer may balk at participating
because ofa complex or cumbersome recording system. Ultimately, the recording should
be a rather simple process that enhances the intervention program by increasing rather
than decreasing the motivation of those involved.^ With this in mind, several forms that
were already in use at O’Hem House were utilized to record targeted behaviors. These
forms included the Activity Attendance Sheet and the Medication Monitoring Lx)g (see
^Martin Bloom, Joel Fischer, and John Orme, Evaluating Practice: Guidelines for
the Accountable Professional. 2“* Edition, (MA; AUyn and Bacon Publisher), 293.
'‘Ibid., 138.
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appendix n, HI). These forms would not require any additional work from the program
staff.
Authors Lyerly and Abbott indicate that a scale or set of scales appropriate to the
disorder under treatment can be an extremely useful device for recording behavioral or
other trends indicative ofchanges during the course of treatment. Numerical or graphic
rating ofpresence-absence or severity of symptoms can serve a purpose similar to a ‘fever
chart’ in recording treatment results.* Therefore, the BriefPsychiatric Rating Scale (see
appendix IV) was used to numerically rate behaviors that were less overt such as delusions
and hostility. This writer was oriented and advised on how to use the BriefPsychiatric
Rating Scale (BPRS) by the program’s Psychiatrist Consultant. The BPRS was completed
after each weekly session by the practitioner.
Attainment of treatment goals was measured by using the Goal Attainment Scaling
(GAS), a widely used method ofestablishing and tracking goals. GAS is a system devised
by Kiresuk and Sherman (1968) to assist in goal definition and goal measurement. GAS
was originally developed as an assessment approach for individual clients. Since its
inception, it has been applied to goal setting activities not only for individuals but for
organizations as well in a broad range ofhuman services agencies.^
*Samuel B. Lyerly, Ph.d, and Preston S. Abbott, Ph.D., Handbook ofPsychiatric
Rating Scales. The National Institutes ofMental Health. 1950-1964, 2.
*Kiresuk and Sherman in, Martin Bloom, Joel Fischer, and John Orme, Evaluating
Practice: Guidelines for the Accountable Professional. Edition. (MA: Allyn and Bacon
Publisher), 81.
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In reference to validity and reliability of the GAS author Bloom indicates that it is
here that the use of single-system design can have an important cross-validating purpose.
That is, there is a built in check on the results obtained on the Goal Attainment Follow-up
Guide. In fact, if the problem areas are broken down into more or less objective, or highly
specific, variables, outcome will be relatively easy to determine and distortion kept at a
minimum.’
With the GAS, behavioral descriptions ofexpected behavior or fimctioning was
developed. A score ranging fi’om -4 ( most unfavorable outcome thought likely) through
0 (expected success/attainment ofgoal) to +4 (most favorable outcome thought likely)
was used for each scale to measure the client’s attainment ofgoals.
The community case manager and program staff assisted with establishing baseline
BriefPsychiatric Rating Scale (BPRS) and Goal Attjunment Follow-up Guide (see
appendix I) data. The BPRS and GAS datawere used on a weekly basis during all phases
ofthe study.
Interventions and Strategy Plans
The interventions used with the client were weekly forty five minute individual
sessions at O’Hem House. The sessions were facilitated by this writer, supervised by the
Program Director a L.M.S.W., with regular consultation with the agency Psychiatrist
Consultant. The study lasted for twenty four weeks. The baseline phase lasted for 4
’Kiresuk and Sherman in. Martin Bloom, Joel Fischer, and John Orme, Evaluating
Practice: Guidelines for the Accountable Professional. 2“* Edition, (MA: AUyn and Bacon
Publisher), 84.
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weeks and the intervention lasted for twelve weeks. Follow-up was done at week twenty
and week twenty four.
During weekly sessions the coping skills and cognitive restructuring approaches of
CBT were used. The aim was to teach the client to check out his belief system based on
reality. The client was taught effective coping methods to deal with daily stressors. The
client was also encouraged to comply with psychotropic medications as prescribed and
provided educational information about medication to increase his insight about the
importance ofmedications.
The client was also seen monthly by his regular Community Mental Health Center
(CMHC) Psychiatrist and Therapist for medication services and supportive counseling.
The researcher remained in regular contact with the client’s CMHC Therapist to ensure
continuity of care. The clients community Case Manager, a L.M.S.W., was also involved
in the intervention and provided support and follow-up as needed.
During the baseline phase an assessment of the clients problems at the residential
program was conducted. The community case manager and program staffwere involved
in this phase to assist with identifying problems or behaviors that were jeopardizing the
clients placement at the program. The four targeted behaviors that were identified were:
1) non-compliance with psychotropic medication as evident by client refusing to take
medication; 2) hostility as evident by verbal and non-verbal expressions ofanimosity, and
belligerence toward others based on irrational beliefs; 3) delusional ideas evident by
unusual, strange or odd thoughts; and 4) social isolation evident by the client not
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participating in scheduled activities that he use to attend regularly and client spending
increased time in his room alone.
John Doe expressed interest in wanting to return to O’Hem House and agreed to
the conditions of the contingency contract base on CBT that was established. John was
involved in the development of the Goal Attainment Follow-Up Guide in hopes to make it
more meaningful for him. John along with the program staff, and his community case
manager identified targeted behaviors that had been jeopardizing his placement at O’Hem
House.
The triadic stmcture ofopening, interacting, and closing were used during the
twelve weeks of intervention. This three phase stmcture was broken into 4 week intervals
in the study. The opening phase lasted fi'om weekly sessions 1-3, with sessions 4-8 being
interacting phase, and sessions 9-12 being the closing phase. Authors Trower, Casey, and
Dryden indicate that this triadic stmcture can be applied at the macro level in counseling;
meaning that there is a opening stage, a middle stage, and closing stage*
Opening Phase
During this phase the goal is to begin helping the client to move fi’om a position
that has been immobilizing.® This was done through engagement and development of a
therapeutic relationship. The client was informed about cognitive-behavioral therapy and
the rational of treatment. Boundaries were established and negotiation ofhomework
*Peter Trower, Andrew Casey, andWindy Dryden, Cognitive-Behavioural
Counseling in Action. (London: SAGE Publications, 1988), 9.
®Ibid., 12.
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assignments were developed. The client agreed to keep a log ofevents that occurred in
which he used or could have used techniques discussed in the sessions to have better
handled the event. Basic counseling techniques such as empathy, authenticity,
paraphrasing and open-ended questions were used to assist the client with re-looking at
his beliefs based on reality.
Interaction Phase
In this phase the main tasks are to help the client further identify his irrational
beliefand associated behavior and to learn cognitive-behavioral methods to resolve these
problems*®. Diuing the study this was achieved by having the client to compare or
check-out his beliefs based on realities. For instance the client believed that his payee or
program staffwere stealing his money. A budget was developed itemizing his spending
and income received, which revealed that there was no monies left to be stolen after all his
expenses were paid. Discussion ofhomework assignments were held and reality based
alternatives to the events or situations were established and role played.
Closing Phase
The main tasks in this phase are to assist the client with overcoming blocks to
change and termination of counseling.** Here steps were made to assist the client with
seeing how his new beliefs were more helpfiil in bringing about behaviors that are more
*”Peter Trower, Andrew Casey, andWindy Dryden, Cognitive-Behavioral
Counseling in Action. (London: SAGE Publications, 1988), 38.
**Ibid., 71.
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socially accepted, and had less negative consequences. This was accomplished in the study
by having the client to recall the more favorable reaction he got from peers and staffwhen
he used realistic beliefs. During the termination process a plan was established for how the
client could continue to use his new way ofhandling irrational beliefs. The client was
asked to provide reasons why, it was important to continue compliance with his
psychotropic medications. The client’s thoughts and feelings about ending the weekly
sessions were addressed. A plan including walking away from events or situation that had
become to emotionally upsetting was used. The client was taught problem-solving
techniques to address daily problems that may arise and social skills trmning for more
effective interaction with others. The client was taught to give himself two-thumbs-up to
reinforce when he successfully handled an event or situations using these methods. The
client was encouraged to keep a record ofhow many two-thumbs-up he received in a week
and share how he was doing with the thumbs-up weekly with his community case manager.
The two-thumbs-up approach was done to provide a way for the community case manager
and the program staff, to maintain a line of communicationwith the client. The community
case manager or the program staff could talk with the client about his progress by asking
him how many thumbs-up he had gotten that week. The goal here being to maintain
communication and not actually monitoring the client’s progress. It was hoped that this
continual communication between the client, his community case manager, and the
program staffwould help to reinforce as well asm^tain progress after the study.
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Treatment Hypothesis
Hi The use of cognitive-behavioral therapy will produce clinically significant
improvements in assisting the client’s attainment of treatment goals.
Hi The use of cognitive-behavioral therapy with a schizophrenic client will produce
clinically significmit improvement in the client’s compliance with medications.
Hi The use of cognitive-behavioral therapy with a schizophrenic client will produce
clinically significant improvement in the client’s social isolation.
Hi The use of cognitive-behavioral therapy with a schizophrenic client will produce
clinically significant improvement in the client’s delusions.
Hi The use of cognitive-behavioral therapy with a schizophrenic client will produce
clinically significant improvement in the client’s hostility.
CHAPTER FOUR
PRESENTATION OF FINDINGS
The twelve weeks of intervention overall progressed very successfully. The goals
of each phase were accomplished. Each individual session was structured into three parts:
1) opening- which included an overview of the last session and plans for the current
session were discussed; 2) middle- which included discussing ofhomework assignments
and discussion ofany new problems/concems the client may have had; 3) closing- which
included review ofthe current session, plans for the next session, and homework
assignments.
During the opening phase engagement was done by using empathy, paraphrasing
and open ended questions. After the second weekly session a rapport had been
established. John would often ask the facilitator, during non-session times, when we
would meet again. John accepted the homework assignments ofwriting down events or
situations that he used or could have used (see appendix V). John would bring his
completed homework to each session without reminders fi'om the facilitator. After the
second weekly session, John began to freely and openly discuss problems that were
occurring within the program and within his life. The therapeutic relationship had been
accomplished fairly quickly and successfully. The facilitator believes this happened
because the trust was pretty much established due to the facilitator having worked with
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the client in another agency.
EHiring the interaction phase the facilitator began educating the client about
cognitive-behavioral therapy and how to use it in his day to day life. John initially had
difficulties with cognitive restructuring methods. The facilitator used examples fi'om the
homework assignment and reports fi’om program staffabout John’s behavior; to
demonstrate how he could re-look at the situation or event and arrive at a different
understanding. John was receptive to the idea of checking out his beliefs based on reality
after doing several role plays using example fi'om the homework assignment. During the
role plays John would say things such as “that makes sense” or “I’ll try it that way next
time”. John was taught non-verbal and verbal communication skills, and discussion
centered around how to pick-up on others non-verbal communication signals. Other
discussions centered around medication compliance. John was asked to participate in
social activities at the program to see ifhe could identify other communication signals.
John agreed to talk with the facilitator before he would just stop taking medications.
During the closing phase work focused on reinforcing approaches used in the
interaction phase. John was able to restate, in his own words, information he had learned.
John was able to give examples ofhow others responded to him when he used reality
based conversations or requests. John acknowledged that the medication helped him to be
better able to handle situations rationally. John began to accept the idea that he could use
these methods even after the sessions stopped. John, with the facilitators assistance,
developed a plan he could use once the sessions ended. This plan included continuing to
share his concerns with his community case manager and/or the program staff John
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agreed to continue discussing medication concerns with his community mental health
center therapist.
The facilitator encouraged John to continue sharing periodically with his
community case manager and program staff about the number of thumbs-up he gave
himselfduring a particular week. John agreed to continue recording how many thumbs-up
he received on a weekly basis even after the sessions stopped. The sessions ended with
John being able to express more hopeful feelings about his residency at O’Hem House.
Data Analysis
Results of a visual analysis of the data indicates that the client experienced
improvement in all targeted behaviors. Furthermore, it reveals that the client experienced
improvement with attainment ofgoals.
Regarding the targeted behaviors, data revealed that by the eighth week of
intervention the client had begun to demonstrate significant improvement in all targeted
behaviors. The scores on the medicationmonitoring log ranged fi-om 0 to 14, with the
average score being 7.1, which also reflect expected level of success (figure 1). The Brief
Psychiatric Rating Scale (BPRS) scores ranged fi'om 1 to 7. The average score was 4.2
for intensity ofdelusions, and 3.9 for intensity of hostility (figures 2, 3). These averages
reflect expected levels of success in terms ofgoal attainment. The scores on the social
participation scale ranged fi'om 1 to 5, with the average being 2.2, which reflected less
than expected success (figure 4).
The scores ofall the scales at the end of the intervention were positive and
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indicated either more than expected success or most favorable outcome thought likely
except for the scale-4 (social participation). Scale-4 however, did reveal the expected
level of success at the end of the intervention.
At the first follow-up period and at the conclusion of the study data on all scales
revealed that the client had met the expected level of success. Furthermore the client had
exceeded the expected level of success with regards to scales 1-3.
The Goal Attainment Scale (GAS) weekly data revealed that the client had met the
expected level of success according to the Goal Attainment Follow-up Guide on all scales
(figures 5,6,7,8). The client exceeded the expected level of success in attainment ofgoals
in scales 1-3.
These findings were consistent with the behavior seen and reported by the staffat
the residential program. The client also expressed that he felt he had accomplished the
goals. The finding indicates that the use ofcognitive behavioral therapy (CBT) with a
schizophrenic client in a low-demand, low-stress residential program significantly
improved targeted behaviors of non-compliance with medication, delusions, hostility, and
social participation. Furthermore, the findings support the hypothesis that cognitive-
behavioral therapy significantly improved the client’s attainment ofgoals.
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The results of this study revealed positive and observable changes in the
psychosocial functioning ofa schizophrenic client in a low-demand, low-stress residential
program. Furthermore, the study revealed improvement in the attainment of the client’s
goals.
These changes were especially positive considering that the client was in jeopardy
of losing his placement in the residential program. The findings indicate that the use of a
contingency contract based on cognitive-behavioral therapy (CBT) provides an effective
intervention for this problematic schizophrenic client.
The study also pro\dded empirical support ofother research which indicates that
CBT can be an effective form ofpsychotherapy with a schizophrenic client. The study
also provides empirical support that utilization ofboth pharmacatherapy (treatment with
drugs) and psychotherapy is necessary in improving the overall psychosocial function of
chronically mentally ill clients. Doctors Fenton and McGlashan note that today we
appreciate that no single treatment is definitive for schizophrenia. They further note that
treatment must include a variety ofperspectives.*
*Wayne Fenton, M.D., and Thomas McGlashan, M.D., “We Can Talk: Individual




During the course of the study it became apparent that a good therapeutic
relationship was needed to augment recurrent delusional themes and paranoid behaviors
presented by the client in order for the CBT techniques to be effectively used. Barry
summarized this concern as follows: CBT interventions depend on the establishment of a
working collaborative relationship with the client. With schizophrenic clients a good
therapeutic alliance has been associated with positive outcomes. Special attention needs
to be paid to the technical elements ofCBT. Support, reassurance, containment of
feelings, here and now focus, and appropriate self-disclosure are helpful in augmenting
ego functions so that the CBT work can be accomplished.^
This study relied very heavily on the trust established over a three year working
therapeutic relationship between the subject and the researcher. This therapeutic
relationship was found to be very beneficial in dealing with the positive symptoms of
schizophrenia as well as assisting the client with maintaining the motivation needed to
complete the study. This relationship was significantly important in attempting to apply
cognitive restructuring techniques ofCBT.
The study highlights the importance of individualizing treatment with
schizophrenic clients in order to address the multidimensional nature ofproblems facing
people with schizophrenia. CBT provided an innovative and individualized approach to
addressing the concerns of a schizophrenic client in a local residential program.
^Cassandra Barry, M.S.W., “A Study ofthe Efficacy OfCognitive-Behavioral
TherapyWith Schizophrenic Clients,” Thesis, April, 1996, RobertW. WoodruffLibrary,
Atlanta, Ga., 30-31.
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Limitations of the Study
Although the results of the study indicate that utilization of a contingency contract
based on CBT is effective in a low-demand, low-stress residential program, some
limitations should be noted. First the sample used in the study may have felt obligated to
participate due to the current threat of losing his housing. This may raise questions related
to sampling error. Author Grinnell suggests that systematic random sampling be used in
single system designs. He further suggests that efforts be made to ensure no underlying
patterns exist that could bias the sample.^ This was accomplished in the study by involving
the client as much as possible in the development ofthe targeted behaviors and treatment
goals.
Secondly, the general environment at O’Hem House supports the notation of
providing safe housing not treatment. This created some difficulties with maintaining the
clients motivation for treatment. Use of activities such as the client going to lunch with
the community case manager were beneficial in maintaining the needed motivation of the
client in this study.
Thirdly, researchers bias is inevitable when evaluating one’s own practice. This
bias was limited by the use of the community case manager and program staff to assist
with rating clients progress.
Fourth, the length of the study was limited to skmonths. A longer study may
have better reinforced the expected behavioral changes, especially when considering the
^RichardM. Grinnell, Jr., Social Work Research and Evaluation. 4* Edition,
(Itasca, IL.: F.E. Peacock Publisher Inc., 1993), 159, 168.
49
chronicity of this particular client.
Finally, there was the potential for multiple treatment interference due to the client
receiving additional mental health services from an outside source. Efforts were made in
the study to ensure continuity of treatment through regular contact with the community
mental health center therapist.
Single system design ABA has the limitation that the researcher can not completely
conclude that the independent variable (the intervention) was the only cause of the change
in targeted behaviors. However, Grinnell points out that this design can answer the
question whether improvement occurred during the intervention.“
Suggestions for FurtherJlesearch
The use of cognitive-behavioral therapy (CBT) with a schizophrenic in a low-
demand, low-stress residential program proved successfiil in this study. Given the limits
of the ABA design further research may explore the use ofan ABAB design or the group
design in this setting to further validate the findings ofthis study. A study using a longer
time frame is recommended.
This study focused on improving psychosocial functioning and goal attainment
through use ofCBT with a schizophrenic client in this particular residential setting. Other
studies may want to explore the effectiveness ofCBT with schizophrenics in other
residential settings such as personal care homes, and group homes.
Further research should examine the usefiilness ofCBT with schizophrenics living
tehard M. Grinnell, Jr., SocialWork Research and Evaluation. 4* Edition,
(Itasca, IL.: F.E. Peacock Publisher Inc., 1993), 98.
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independently. Other research may also look at the effectiveness ofusing CBT with
schizophrenics to improve quality of life, coping with positive symptoms of schizophrenia,
and with improving vocational skills.
CHAPTER SIX
IMPLICATIONS FOR SOCIALWORK PRACTICE
Considering the finding of this research, clinicians must begin to develop
innovative and individualized treatment techniques that address the multidemsional
concerns of schizophrenic clients in residential settings.* It is hoped that this studywill
point other SocialWorkers in the new direction of the utilization of cognitive-behavioral
therapy (CBT) with schizophrenic clients. Social Workers providing services in this area
must begin to recognize and support the argument that pharmacotherapy atone is in¬
sufficient in meeting the comprehensive needs of individuals with schizophrenia. This idea
is especially noteworthy when considering the current trend of community based services
instead ofhospitalization. Authors Chase and Hendryx conclude in a continuum ofcare
fi'om hospital to community study that out patient services must be coordinated,
comprehensive and able to adapt to changing conditions. ^
Furthermore, this particular disorder has strong implications for social work
practice evident by the large number of Social Workers providing treatment in residential
programs, both public and private hospitals, and public and private community mental
*H. Richard Lamb, M.D., “Deinstitutionalization and the Homeless Mentally Ill,”
Hospital and Community Psychiatry Vol.35 No.9. (September 1984); 899.
^Kayla Chase, M.S.W., and Michael Hendryx, Ph.d, “A Continuum ofCare From




health center and clinics. Social Workers in these settings work as members ofmulti¬
disciplinary teams. SocialWorkers function in the roles ofadvocator,
educator/consultant, and counselor/therapist to provide a variety of services such as
individual counseling, family therapy/family education, group therapy, case management
services, and referrals.
In these various roles Social Workers must continue to advocate at all levels of
policy and decision making for resources to address the growing social problem of the
homeless and mentally ill. RogerMiller, M.S.W., intake coordinator for O’Hem House,
indicates that the referrals for O’Hem House are constant. The waiting list for the
program usually remains at a maximum. Clients could wait on average for six months
before entering the program. Miller further notes that while there are other affordable
housing programs they have waiting lists as well. This creates a significant problem for
the client and demonstrates a need for additionalresourcs.*
Further advocaq? and community organization should be considered by Social
Workers to help augment the poor planning ofdeinstitutionalization. Author Lamb
argued that homelessness is closely linked with deinstitutionalization. He further indicates
that psychoactive medications, and a stable source offinancial support, are important but
no consideration was given to fimdamental resources such as supportive living programs.*
Chase and Hendryx note the need for better organized and comprehensive mental health
*RogerMiller, M.S.W., interviewed by Fred Coleman, Atlanta, Ga. 18 Febmary,
1998.
*H. Richard Lamb, M.D., “Deinstitutionalization and the HomelessMentally Dl,”
Hospital and Community Psychiatry Vol.35 No.9. (September 1984): 899.
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services.*
Social Workers must continue to do research related to the use of cognitive-
behavioral therapy with schizophrenics. Given the very limited research found in social
work journals related to this topic, this study has implication for the need of further social
worker research on the topic. Furthermore, considering this current trend ofmanaged
healthcare with its emphasis on credentials, time-limited cost efiBdent treatment, and
accountability, additional research in this area by social workers would strengthen the
professional practice that is already established.
The use of CBT with schizophrenics by Social Workers will reinforce and
strengthen the rich professionalism and clinical skills ofpractitioner working with this
population. Consequently, enhancing the roles and services that SocialWorkers provides
for this population.
Suggestions for O’Hem House
This study found that utilization of a contingency contract based on CBT is
effective in addressing concerns with a particular schizophrenic resident in this setting.
This approach could be considered with other problematic schizophrenic residents in this
low-demand, low-stress setting. Repetition ofthis type study is recommended to validate
the findings.
*Kayla Chase, M.S.W., and Michael Hendiyx, Ph.d, “A Continuum ofCare From
Hospital to Community,” Administration and Poli^ in Mental Health Vol. 16 No.4,
(Summer 1989): 237.
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Current staffing patterns are supportive and efficient for the notation ofproviding
a safe living environment. However, use ofthis type of intervention can be time
consuming and may require restructuring of staffing patterns or the need for additional
staff. Currently the average length ofcontingency contracts are ninety days within this
setting. Consideration should be given to a longer time-frame to reinforce the expected
behavioral change.
Further staffdevelopment and training related to the use ofcognitive-behavioral
therapy with schizophrenics and other chronic mental health disorders is suggested. This
would reinforce consistent treatment approaches across all residential services staff. This
would offer an increase in continuity of care within the program, and ultimately reinforce
residents chances to make changes toward enhancing personal growth and development.
The development ofa formal method ofdocumenting those residents who are on a
contingency contract is suggested. This would ensure clear communication across all
staff. Furthermore, it would offer a formal way ofevaluating this type of intervention.
Finally, the agency could develop of a formal method of discussing those residents
on a contingency contract in the agency’s monthly team meeting. This would ensure
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of feelings and actions of the patient toward others do not infer hostility from
neurotic defenses, anxiety nor somatic complaints (rate attitude toward interviewer
under “uncooperativeness”.)
Not Present VeryMild Mild Moderate Mod. Severe Severe Extreme Severe
16. UNUSUAL THOUGHT CONTENT- unusual, odd, strange, or bizarre
thought content. Rate here the degree ofunusualness, not the degree of
disorganization of thought process.
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